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This report is the result of an unannounced
Abbreviated Survey conducted at Prestige Care
and Rehabilitation - Camas on 12/12/2014 and
12/17/2014. A sample of 7 residents was
selected from a census of 67. The sample
included 4 current residents and the records of 3
former and/or discharged residents.

The following complaints were investigated:

#3057629
#3058413
#3062429
#3062501
#3063430

The survey was conducted by:
1 Rebecca Christiansen, RN, MS
The survey team is from:

Department of Social & Health Services
Aging & Disability Services Admamstra’non
13600 NE 9th Street

Suite 220

Vancouver, WA 98684
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Any deficiency statement ending with an asterisk (*) denotes a deﬁcnency which the institution may be excused from correcting providing it is determined that
other safeguards- provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
foliowing the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosabie 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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recommended patients using a NPWT at home
should receive adequate training on the device
and should know whom {o contact and how to
recognize complications.

Acording to the Minimum Data Set, an
assessment instrument, dated 11/17/14, the
resident was alert and oriented and required
extensive assistance with dressing and with
transferring. The resident required supervision
for other activities of dalily living.

The resident's medications included: sliding scale
Novolog insulin (to be given according to the
blood sugar readings), an injection for thinning
the blood (heparin), a medication to control
seizures (clonidine) and medications to control
blood pressure (hydralazine, amlodipine, and
metoprolol). The resident also had orders for
oxygen and for wound care to right heel 3 times a
week in addition to the wound vac.

Prior to admission, the resident was followed by
Adult Protective Services (APS) for concerns:
relating to self-neglect. The court appointment of
a Guardian ad Litem (GAL) was in process as it
was felt the resident needed assistance with
making decisions which would support health and
well-being. The resident had not yet been
deemed incompetent to manage own affairs.

According to chart notes, the resident was seen
by physical therapy and occupational therapy and
had made improvement in functional abilities.
The resident had the NPWT device in place to
the heel. The set up was a small vacuum type of
machine attached to a plastic tube which was
then attached to the wound bed of the resident's
heel.
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How the nursing home will correct the’

deficiency as it relates to the:

resident(s)?

Resident #3 was discharged from ‘the“
facility.

How will the nursing home act to
protect residents in similar situations?

Residents who choose to leave the
facility against medical advice will be,
provided medically-related
services to attain or maintain the
highest practicable physical, mental andf
psychosocial well-being. |

social

Measures the nursing home will take
or the systems it will alter to ensure.
that the problem does not recur.

Facility social service department will
be
procedure when residents leave the

re-educated on the policy and

facility against medical advice.
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with the resident. The plan was for him to stay
here, but he left AMA." When asked if the
resident knew what medications to take, where to
obtain them or how to manage the wound vac, LN
A was not sure, but indicated perhaps LN C had
reviewed home care instructions with the
resident.

At 12:42 pm LN C was contacted by telephone.
LN C stated "l was working when the resident
went home. | did not give the resident any
discharge instructions, a list of meds to take at
home or directions about care because we didn't
have physician orders for the discharge. |think
he went home with the wound vac in place. | did

e-mail the doctor to let him know the resident had F-283

left." i

At 1:20 pm, when asked what plans were put into How the nursing home will correct the
place once the resident proclaimed intent to deficiency as it relates to the

discharge, the Social Services Director stated "If

a resident has an unsafe discharge plan, we can't
assist with any discharge plans because that i .
would be supporting an unsafe discharge. | think ‘ Resident #3 was discharged from the
the nurse (LN A) printed a list of medications.” facility. Discharge summary and a
We couldn't do a home health referral because

the resident left AMA and we had no physician to

sign off on an order.” How will the nursing home act to

resident{s})?

recapitulation of stay were completed.

F 283 | 483.20(1)(1)&(2) ANTICIPATE DISCHARGE: F 283

protect residents in similar situations? / /
ss=D | RECAP STAY/FINAL STATUS , 575

Residents who choose to leave the

When the facility anticipates discharge a resident facility against medical advice will have
must have a discharge summary that includes a
recapitulation of the resident's stay; and a final ) . )
summary of the resident's status to include items recapitulation of the resident’s stay;
in paragraph (b)(2) of this section, at the time of and a final summary of the resident’s
the discharge that is available for release to

a discharge summary that includes a

status.
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